and when she returned the whole side of the larynx was so fixed and infiltrated with the growth that he had handed her over to Mr. Wilfred Trotter, who had operated successfully and turned in a flap. That was seven years ago, and the patient was still well and earning her own living. She wore a tracheotomy tube because of the stenosis. Removal of the ala gave a larger field. It was a mistake to talk of the ale being forced apart. They could be fairly well separated, and if one ala was taken away and only soft tissue was left, there was a freer approach, and one could study the extent of the trouble. In the cases in which the ala was removed the glottis was larger than in those in which it was left, and the bare cartilage on one side was more slowly covered over with granulations than were soft tissues. The longer that covering process took the greater was the contraction, and in the cases in which he had left the bare ala to cicatrize over there was a7 smaller glottis than when he had removed it. He could show four cases of laryngo-fissure in which the patients were medical men who were now using their voices, the most recent operation being two years ago. The barrier did not consist in the cartilage, but in the perichondrium, and he was always careful to preserve the external perichondrium.
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With regard to preliminary tracheotomy, his (Sir StClair's) principle was "safety first." Tracheotomy added no danger to the operation, and it caused no shock. He had operated on a patient aged 80, whose blood-pressure was 200 mm., and had had occasional attacks of angina pectoris. That patient had been sitting up and playing cards within twenty-four hours of the operation, and was alive and well three years afterwards. Another patient, with a blood-pressure of 200, was out of bed reading on the evening after the operation. The injection of cocaine, and other precautions, prevented coughing, splashing, loss of blood and shock. He could not understand how a fairly large ether tube in the interior of the glottis could facilitate the view of the extent of the disease. Blood could be cut off absolutely by tracheotomy and the careful packing with gauze above it.
Reports of successes along various lines were published from time to time, but little was heard-except indirectly-of failures and of the accidents which occurred owing to the non-insertion of a tracheotomy tube-three of these had come to his notice during the previous winter. He (Sir StClair) was anxious that the high reputation wbich laryngologists in this country had obtained with regard to this operation should be maintained. In his (the speaker's) eighty cases of laryngo-fissure there had been, as everyone knew, three deaths; one of those was due to rupture of the cesophagus, and the other two followed mistaken doses of heroin and morphia.
Mr. W. M. MOLLISON said he had performed laryngo-fissure on two or three occasions with intratracheal ether, and the tube had not been in his way; it lay in the posterior commissure, out of the line of vision.
Mr. HOWARTH (in reply) said that in his later cases he had had better results and an easier passage than in earlier ones in which he had first performed tracheotomy. In his early laryngo-fissure cases he had had three deaths, and those were caused by blood getting into the trachea. He had not found happen what Mr. Carruthers mentioned. There was always a return current of air which blew anything upwards, even from the upper end of the trachea. He thought that if the ala was removed there might be a more diffuse recurrence in the neck tissues. He did not think the ala greatly limited the view.
The Relation of Nasal Polypi to Inflammation of Accessory
Sinuses of the Nose. POLYPI were at one time classed as innocent tumours [1] and were labelled " myxomata." We are now agreed that they are inflammatory; but of their meaning and of their exact nature we are still ignorant. Are they, for instance, indicative of some special form of inflammation of the mucous membrane? or are they the secondary results of some other disorder? In the former case, they themselves constitute the disease and to treat them by removal may be right; if the latter, they are merely objective symptoms, and to remove them can do no good except temporarily to relieve the subjective symptom of obstruction. Do polypi ever exist without any underlying disease of the accessory sinuses ? Some authorities say, yes [2] , others, no [3] . The more I search for some disease of the accessory sinuses in persons having nasal polypi, the more often I find it. I believe that the only occasions where there is none occur when polypi are present in a very roomy nose, and I suspect that in such persons the polypi are rather of the nature of hypertrophies compensatory to the excessive airway than that they are inflammatory structures. Does removal by snare "or forceps ever cure polypi ? In my experience, very seldom, and then only when these are single and have a stalk arising beneath the middle turbinal. The removal of multiple polypi is so disappointing in its results that I have almost given it up, unless, for age or other reason, more radical treatment cannot be done.
What type of inflammation of the sinuses leads to polypi? To answer this question let us ask another. What are the varieties of sinusitis ? and let us accept
Hajek's classification [4] as a basis of discussion. He describes: (1) Acute catarrhal; (2) acute suppurative; (3) chronic catarrhal; (4) chronic suppurative; and (5) diphtheritic. The last we will rule out. It must be very rare, and I have never seen it. I hold with Hirsch [5] that the two chronic forms are separate and distinct lesions, and that polypi are associated with the catarrhal form and not with the suppurative. Let us be quite clear what is meant by two separate and distinct lesions. I mean that they arise in different ways, run separate courses and do not pass the one into the other. Two conclusions follow: (1) That polypi do not accompany suppurative sinusitis; and (2) that chronic catarrhal sinusitis is not a result of suppurative sinusitis, either acute or chronic.
In a case of polypi I used first to remove them, and when the wounds were healed whole, the nose was clear and before the polypi had had time to form again I used to search for signs of suppurative sinusitis. As my intranasal technique improved, and as I became more sternly self-critical of every stage of my examination I was unable to find evidence of it. It may be asked: " What of those cases in which streams of muco-pus are seen within the nose amongst the polypi ?" Usually this muco-pus comes from the nasal fossa itself, and if sufficient time be spent in making sure that all is removed, there is not that return witl4in the half to one hour upon which the diagnosis of suppurative sinusitis is made.
Sometimes a small amount of pus can be obtained from an antrum affected with a chronic catarrhal inflammation. This, however, differs from that seen in suppurative sinusitis, in the smallness of its quantity, in its inconstancy from day to day, and in its consistency; it is thick, tenacious muco-pus, not the liquid pus or inspissated mass seen in suppurative inflammation. Either it is due to a suppurative affection grafted on to the catarrhal, or, as I suspect, it is muco-pus escaped into the antrum from the nose. Sometimes, however, true pus, which returns after being mopped away, is seen in a case of polypi; in such a case I have found that one sinus or set of cells is affected by the chronic catarrhal inflammation and another by the suppurative variety. In such cases I believe the latter is the secondary event, but whether merely in point of time or because the catarrhal inflammation makes the membrane liable to suppurative inflammation, I am not prepared, as yet, to say.
The same observations which lead me to conclude that polypi only arise in cases of catarrhal inflammation, also lead to the conclusion that the two varieties of inflammation are separate and distinct; but there are other evidences which point the same way. We have to consider the change made from chronic suppurative to chronic catarrhal inflammation and vice versa, and the change from acute inflammation to chronic and its opposite.
A case of typical -suppurative sinusitis, either acute or cbronic, has never, under my observation, changed into a catarrhal sinusitis with formation of polypi. The negative is always difficult to prove, but until one has observed such a case or read of one sufficiently well described, one is entitled to doubt the positive. On the other hand, there are cases of sinusitis in which pus must have been coming away for years, and yet there is no sign of polypi or of catarrhal inflammation.
Next, on opening an antrum full of pus, and the site of chronic suppurative sinusitis, one rarely finds the mucous membrane polypoid. It is usually very thin. It may be thickened, but, if so, the thickening is general and diffuse and not the irregular swelling seen in early cases of catarrhal inflammation. If suppurative sinusitis were a pre-runner of chronic catarrhal inflammation we should see the transitional stage from time to time on opening the antrum. To consider the opposite-a suppurative sinusitis may be added on to a catarrhal inflammation, and this may happen either in the same sinus or in a different one; also the added suppuration may be acute or chronic. This, however, is not the same as the catarrhal inflammation changing into a suppurative inflammation, nor is the catarrhal infection necessarily a factor in the causation of the suppurative one. It may only be a coincidence, though one of which I should always take serious notice.
Whether there is the same distinction between the acute catarrhal and acute suppurative varieties I do not know. Is the pre-suppurative stage of acute suppurative sinusitis a catarrhal inflammation, or are they distinct from the first ?
Certainly, in some cases of acute suppurative sinusitis the early stage is not associated with swelling of and secretion from the nasal mucosa but is characterized by marked dryness of the mucous membrane with intense hypertemia. We may assume that at this stage the mucosa lining the sinuses is in a similar condition. I have come to look upon these as serious cases and to be glad when a secretion and flow of pus have set in, but I cannot say that there is never an early catarrhal stage in acute suppurative sinusitis. So also I cannot say that an acute catarrhal sinusitis does not change into chronic suppurative sinusitis, but I suspect that neither of these occurs.
If these views of the distinctness of chronic catarrhal and chronic suppurative sinusitis are correct, we are led to consider what are the causative differences between the two. Is it that there are different organisms for the one and for the other? or is it a difference in the reaction of the tissues to the same organisms under varying conditions ? To these questions I am not prepared to give answers as yet. In the meantime they bring us back to those with which we started, viz., whether polypi indicate some special form of inflammation of the mucous membrane or are secondary results of some other disorder ; and if they are correct they answer these by saying that polypi are not mere symptoms of some other underlying disease but are a part of a special type of inflammation going on within one or more accessory sinuses; to remove them cannot be anything other than palliative treatment. Here theory fits in with experience. To cure the condition we must either act upon the inflamed mucous membrane in order to cause it to involute and the inflammation to resolve, or we must remove the whole of the diseased area. We may try to act upon the inflammation either through the bloodstream, or, locally, by procuring drainage and employing lavage. Till we know more about the pathology of the condition medicinal therapeutics is not likely to take us far. Drainage and lavage may be sufficient for the maxillary sinus; but for the ethmoid it is not practicable. To remove the whole diseased area appears to be our only method at present. Being dissatisfied in many cases with the various intranasal operations, and acting on a hint from Dr. Logan Turner, I have operated on three cases from without by a method which perhaps others have also used.
Through the incision described before this Section by Mr. Kisch [6] for drainage of the frontal sinus and after removing, as he does, the nasal process of the superior maxilla, I have removed the lachrymal bone and os planum of the ethmoid with all the ethmoidal cells. The whole time one is lateral to the middle turbinal, which I have been careful not to disturb. In this way one dangerous area, that of the olfactory nerve and the cribriform plate, is undisturbed. Only less dangerous than this is the roof of the ethmoidal labyrinth. The anterior ethmoidal vessels and nerve passing from the orbit into the nose act as a guide which tells me how high one can go. In this way I have removed all the ethmoidal cells back to the body of the sphenoid bone.
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[1] MORELL MACKENZIE, "Diseases of the Nose and Throat," 1884, ii, 353. [2] HAJEK, M. J., "Pathology and Treatment of the Inflammatory Diseases of the Nasal Accessory Sinuses," English Edition, 1926, ii, 431. [3] Otology, 1927 , xlii, and The Laryngoscope, 1927 , xxxvii, 1. [6] KIscH, H. A., Proc. Roy. Soc. Med., 1927 Discussion.-Dr. W. S. SYME said he had taught for years that in all cases of multiple polypi in the nose there was antral as well as ethmoidal disease. He opened the antrum in these cases, and had never regretted doing so, for the same changes were there as in the membrane of the nose. He did not agree with Mr. Layton's rigid demarcation of catarrhal from purulent sinus disease, though the catarrhal element might be more evident in one case than in another. Even if there was a negative result from washing out the antrum he was not deterred from opening it. He had so far lacked the courage to do an external operation on the ethmoid, because it might result in some subsequent disfigurement. With careful precautions he thought one could radically operate on the ethmoid from inside the nose.
Mr. C. A. S. RIDOUT said he did not consider that the catarrhal and suppurative types were separate entities, though one case might be more catarrhal, another more suppurative. He agreed with Dr. Syme's remarks about the antrum ; in severe nasal polypi the antrum seldom escaped. He thought the external operation was not done often enough. In one case of his own, after two or three fairly thorough curettings of the ethmoid region, the patient had remained incapacitated. He then carried out a double external operation.on the ethmoid, and the patient had now returned to her work.
Dr. J. S. FRASER said that last year he had discussed the recurrence of nasal polypi with Dr. Otto Hirsch, of Vienna. Dr. Hirsch maintained that these recurring polypi came from the maxillary sinus, through an accessory or even through the normal ostium. He (Dr. Fraser), acting on that view, had opened the maxillary antrum in a number of such cases. In several of these the antral mucosa had been polypoid, and polypi could be seen passing into the middle meatus through the accessory ostium. But in one or two of the cases the mucosa of the maxillary sinus was healthy and certainly not polypoid. He therefore felt doubtful about performing the Caldwell-Luc operation in all cases of recurring nasal polypi.
Many years ago he (Dr. Fraser) had published a paper on chronic inflammatory cedema of the submucous tissues of the nose,' i.e., polypoid middle turbinals and so-called " hypertrophy" of the inferior turbinal which did not subside on applying cocaine and adrenalin.1 The inflammatory change was really the same in the two conditions. It was a chronic inflammatory cedema, spreading in the deeper layers of the submucosa, between the superficial layers of epithelium on the one hand, and the glands and blood spaces on the other.
He agreed with Dr. Syme that there was no essential difference between chronic catarrh and chronic suppuration. In the suppurative form leucocytes were present in the discharge in large numbers, while in the catarrhal they were comparatively few. It was a question of the virulence of the infection and of the resistance of the patient-not a real difference in the pathological process.
As to radical operation in these cases, radiograms could not always be depended on: a better criterion was furnished by proof-puncturing the antrum and washing it out. If the 1 Journ. Laryngol., Rhinol. and Otol., 1908, xxiii, 402. Section of Laryngology 85 infected fluid returned easily, the antrum was not filled with polypi; but if one had to exert pressure with the Higginson's syringe the mucosa was probably polypoid and the radical operation was required.
Mr. JAMES ADAM said that not enough emphasis was laid upon the effect of pressure in causing polypi. If the uvula was caught between the two enlarged tonsils, it became polypoid. If there were inflammatory swellings about the middle turbinal, and the mucosa was compressed between the septum and outer wall, polypi formed, and they continued to form until the pressure was relieved by dealing with the septum, or the outer wall, or both.
Mr. F. B. GILHESPY said he was interested in hearing that it was possible to perform an external operation in such a case through a small incision. He had always used a longer incision than Mr. Kisch did, and turned the eye outwards, so as to get back to the sphenoid. Patients required a guarantee that there would not be a recurrence of polypi, therefore the operation must be a thorough one. He would like to hear statistics relating to the Sluyder operation, which would give an indication of its dangers.
Professor PORTMANN said that in most cases polypi of the nose had a connexion with the ethmoid, especially when they were multiple. Sometimes when the nasal polypus had been removed it was necessary to operate on the antrum. In diagnosing maxillary sinusitis one could begin by puncturing and washing out the sinus, and with the sinuscope one could see the condition of affairs. Removal of ethmoidal cells could be carried out by an intranasa operation. This operation did not destroy the sense of smell, and was not dangerous at all when performed with the aid of Moure's curette.
On the Occurrence of Brain-tissue within the Nose: the so-called Nasal Glioma. INTRODUCTION. THE cranial and nasal cavities lie in such close proximity to each other that one might naturally suppose that both are liable to be involved in the same disease process. The frontal lobes of the brain approach the upper part of the nose very closely in the region of the cribriform plate, and a glance at a frozen section shows that this structure lies at a lower level than might be suspected.
By
The cribriform plate is subject to considerable variations. As viewed from the upper aspect, it may be broad and practically continuous with the orbital plates. More frequently, however, it lies at the bottom of a deep groove, the sulcus olfactorius, and it may be almost hidden from view, so that the olfactory bulb lies in a sort of tunnel rather than in a groove or depression. Under the name "hypertelorism," D. M. Greig [1] has described a condition in which the nasal bridge is enormously wide and the ethmoidal labyrinths are absent, while the cribriform plate is extremely broad and projects downwards to the nasal cavity.
Although the foramina of the cribriform plate vary greatly in number and size, congenital dehiscences or defects in this partition are rare, and so far as we can ascertain, the only recorded case of hernia of normal brain-tissue through such an aperture, is that mentioned by Cruveilhier [2] . He discovered, at a post-mortem examination, a hernia of the dura mater and brain which entered the nasal cavity through the cribriform plate, and resembled a nasal polypus. Perhaps at the present day this would be classed as an encephalocele. In rare instances fracture of the anterior fossa of the skull may favour the occurrence of a hernia at the site of the fracture, and only last month a case of this nature was reported to the Section of Laryngology by Mr. Mollison [3] .
